Malnutrition is present in the majority of patients presenting for surgical management of gastrointestinal malignancies, due to the effects of the tumour and preoperative anti-neoplastic treatments. The traditional practice of fasting patients until the resumption of bowel function threatens to further contribute to the malnutrition experienced by these patients. Furthermore, the rationale behind this traditional practice has been rendered obsolete through developments in anaesthetic agents and changes to postoperative analgesia practices. Conversely, there is a growing body of literature that consistently demonstrates that providing oral or tube feeding proximal to the anastomosis within 24 h postoperatively, is not only safe, but might be associated with significant benefits to the postoperative course. Early post operative feeding should therefore be adopted as a standard of care in oncology patients undergoing gastrointestinal resections. 
INTRODUCTION
Malnutrition is a common finding in patients presenting for surgical management of gastrointestinal malignancies, with an estimated prevalence in this group of 40% to 80% [1] . A complex mix of factors, such as tumour location, tumour type, stage of disease, and preoperative radiation and/or chemotherapy treatments, might predispose patients to malnutrition. Nausea, vomiting, reduced appetite, early satiety, taste changes, diarrhoea, pain, mucositis, physical obstruction, and malabsorption could result in weight loss, which in turn is a strong prognostic indicator of poor outcome in terms of survival and response to treatment. Similarly, cancer cachexia is frequently observed in patients with solid tumours of the gastrointestinal tract, and it is estimated that the physical wasting of both fat and lean body tissue associated with this syndrome is implicated in approximately 30% to 50% of all cancer deaths [1] .
EDITORIAL
Traditional perioperative care following resectional surgery for gastrointestinal cancer involves, among other things, withholding of nutritional provision postoperatively until resumption of bowel function, as evidenced by passage of flatus or first postoperative bowel motion, which in some cases might not occur for close to a week after surgery. Reasons purported for this practice include reducing the risk of postoperative abdominal distension, nausea/ vomiting and subsequent concerns regarding anastomotic breakdown, wound dehiscence, and pulmonary aspiration. Moreover, when dietary intervention is recommenced, fluids of limited nutritional value such as water, tea, lemonade, consommé soups and jelly are traditionally provided for the first several days until tolerance is thought to be established [2] . This could result in a patient receiving little or no nutrition within the first week post surgery, further contributing to the nutritional deficit incurred during the perioperative period and exacerbating the weight loss and malnutrition experienced by this already nutritionally vulnerable patient group [2] . However, in the last 30 years, many studies have chall enged this traditional approach to postoperative nutritional care by investigating the safety, feasibility, and benefits of providing nutrition within 24 h following gastrointestinal surgery. Since the first randomised controlled trial investi gating this topic in 1979 [3] , there have been no less than 30 randomised controlled trials investigating this topic in some form, the majority of which have been conducted in patients receiving surgical oncology management. The results of these studies have collectively failed to support the traditional postoperative management principles, and many demonstrate clear benefits associated with early feeding in terms of nutritional, biochemical, anthropometric, financial, and clinical outcomes. In particular, despite long held concerns that early feeding would increase the likelihood of anastomotic dehiscence, this finding was not significantly associated with the early provision of nutrition in any individual study that reported on this outcome ( [5] 2006 No differences in anastomotic leakage 2 vs 4, P = 0.441 Han-Geurts et al [6] 2007 Lassen et al [7] 2008 Hepatic, pancreatic, oesophageal, or by any of the metaanalyses examining this topic (Table  2) [810]
. Furthermore, a recent study has also demonstrated the safety of early oral feeding within 24 h of receiving major upper gastrointestinal surgery such as gastrectomy and Whipple's procedures [7] . Withholding nutrition from patients until the resolution of the transient postoperative ileus has been employed as the standard postoperative management for well over 100 years [11] , and is thought to have developed in response to the high rates of postoperative emesis experienced by patients anaesthetised with traditional agents, such as ether and chloroform [12] . From this origin, a cautious reintroduction of diet following operative procedures has been adopted, irrespective of the site of surgery, and particularly so if it has involved the gastrointestinal tract [12] . A textbook on surgical aftertreatment from 1915 recommends "feed(ing) the patient as soon as possible, but at the same time to avoid distension" for patients undergoing abdominal surgery, for which a clear fluid diet (consisting of water, tea and sparkling wine) is promoted in the first few days post surgery, followed by boiled fish or eggs after "a day or two" [13] . The addition of other elements such as dairy and "farinaceous" (starchy) foods are recommended to be "cautiously added" after a few days on the light protein diet allowing the "gradual return made to a full mixed diet" [13] . Similar concepts were promoted into the 1930's with dietary intake being limited to milk diluted with limewater on the third or fourth postoperative day, once flatus had been passed [12] . By the 1940's a more rapid progression through the dietary stages were appearing in surgical texts; however, little in terms of dietary composition or reasoning behind the provision of this had changed. A textbook from 1940 advises to avoid oral nutrition within the first 24 h post surgery so as not to "interfere with" the anticipated paralytic ileus resulting from physical manipulation of the bowel, and to commence milk and water orally after 1 d, then solids 48 h thereafter [14] . Another source makes the recommendation of "giving water in the first 12 h, then liquids for the next 24 h, and thereafter a light diet until the bowels have moved" following abdominal and thoracic surgery [15] . Even within the last 20 years these recommendations have been largely adhered to and promoted [16] . Despite a growing number of studies that challenge the benefit of this long held surgical tradition, clinicians in many cases have been slow to adopt these practices. Perhaps this is best illustrated through the example of "FastTrack" perioperative programs, which incorporate early feeding, among other strategies, in a structured program in an attempt to hasten postoperative recovery [17] . These programs have demonstrated compelling results in support of a structured, multimodal approachparticularly in colorectal surgery [18] ; However, the widespread implemen tation of these practices has been disappointingly low [19, 20] . Based on this information, several points should be made clear. Firstly, patients undergoing resectional surgery for gastrointestinal malignancies frequently present with malnutrition symptoms, weight loss, and/or cachexia, and do not have the reserves to withstand extended periods of fasting without risking further nutritional compromise that will adversely affect their postoperative course and overall prognosis. Secondly, the evidence supporting the ongoing practice of withholding nutrition postoperatively is lacking: oral nutrition has been shown to be safe even after major upper gastrointestinal surgery. Furthermore, it appears to confer significant benefits to the postoperative course, especially when incorporated into a multimodal perioperative program. Thirdly, the rationale for which traditional postoperative nutritional management was introduced has essentially been rendered obsolete with the availability of modern anaesthetic agents and changes to postoperative analgesic management. In this day and age of evidencebased practice, there can be little justification for the continuation of the outdated and detrimental practice of withholding much needed nutrition to oncology patients during their postoperative course. Early feeding appears to have much to offer both to the patients and the institutions in which they are being treated, and given the overwhelming evidence supporting its safety, early feeding can, and should, be adopted with confidence as part of standard postoperative care.
